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Case Report 
A 49-year-old bagpipe teacher developed central 
chest pain and a swollen neck after a violent cough. A 
few days earlier, he had noticed hoarseness associated 
with an irritating cough and he had a single episode 
of frank haemoptysis. He was a life-long non-smoker 
due to mild asthma for which he used salbutamol and 
ipratropium inhalers. He had recently consulted his 
General Practitioner about his cough and had been 
commenced on oral prednisolone and erythromycin. 
On admission, he was hoarse and distressed 
because of pain when coughing but he had no 
cardiorespiratory embarrassment. He was apyrexial 
and had gross surgical emphysema in his neck. Aus- 
cultation of his chest revealed a positive Hammans 
sign and a soft ejection systolic murmur radiating 
from his aortic area into his carotids. 
A chest radiograph revealed a pneumomediasti- 
num with clear lung fields and no pneumothorax. His 
electrocardiogram, cardiac enzymes, arterial blood 
gases, haemoglobin and white cell count were all 
normal. A barium swallow showed no evidence of an 
oesophageal leak and an echocardiogram showed 
good left ventricular function with a normal aortic 
valve. 
He was treated with broad spectrum antibiotics 
and parenteral opiates. Indirect laryngoscopy 
revealed a left vocal cord paralysis. A bronchoscopy 
was performed under general anaesthesia and 
revealed an extensive carcinoma of the carina. The 
tumour appeared to have arisen in, and almost 
occluded, the left main bronchus, and extended 
across the midline to infiltrate the right main 
bronchus. Biopsy of the tumour yielded an un- 
differentiated non-small cell cancer. In view of 
the inoperability of the cancer, he was treated by 
radiotherapy. 
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Discussion 
Pneumomediastinum, or mediastinal emphysema, 
is produced when air is introduced into the medi- 
astinum. Spontaneous mediastinal emphysema was 
first described by Hamman in 1939 (1) who 
described the auscultatory findings of a characteris- 
tic ‘crunching’ sound that was accentuated during 
systole. Pneumomediastinum may cause retrosternal 
chest pain which radiates to the back and surgical 
emphysema of the suprasternal notch, chest wall 
and neck. With increasing pressure, the air can travel 
to the face, arms, abdominal wall and retro- 
peritoneum and sufficient pressure can impede 
venous return to the heart (2). Air enters the 
mediastinum from the oesophagus, tracheobronchial 
tree, abdomen, neck, or from penetrating wounds. 
Pneumomediastinum has also been described follow- 
ing coughing (or any form of valsalva manoeuvre) 
(3) dental extraction (4), arthroscopy (5), laparos- 
copy (6), labour (7), inhalation of foreign bodies (8) 
or from transbronchial biopsy (9). 
Pneumomediastinum has previously been reported 
in association with temporary voice change (10). 
However, in this case, the vocal cord paralysis would 
appear to be due to involvement of the left recurrent 
laryngeal nerve by tumour, as it appeared before the 
pneumomediastinum. 
Pneumomediastinum without pneumothorax is 
normally considered to run a benign course (2,ll). 
Treatment normally consists of broad spectrum 
antibiotics and analgesics with close observation to 
ensure no cardiorespiratory complications and 
contrast studies to ensure that the oesophagus is 
normal. Outpatient follow-up has been practised 
by one group (11) with telephone contact until 
resolution. 
This patient presented with a pneumomediastinum 
and a carinal carcinoma which we believe has not 
previously been associated. A bronchogenic carci- 
noma should therefore be included in the differential 
diagnosis of pneumomediastinum. 
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